
instance, the presence of a nephritis will naturally pro-
duce enlargement of the left side of the heart. On the
other hand, an asthma with the consequent emphysema
will cause the lungs to overlie the heart and make its
size appear less than it really is. Then, too, we must
remember that in childhood, before the age of puberty,
the right side of the heart reaches somewhat farther to-
ward the right than it does in adult life, and that the
apex-beat is quite commonly in the fourth interspace
instead of the fifth. If these facts be not borne in
mind, one might readily make the diagnosis of hyper-
trophy of the right ventricle when no such hypertrophy
was really present.
If, while bearing in mind the various diagnostic symp-

toms mentioned and the questions which arise in con-
nection with them as already pointed out, we have reason
to believe that postnatal heart disease exists, the next
matter to be decided is, what variety is it? I can not
here enter on this subject further than to say that in
mitral insufficiency we expect to have enlargement of
both ventricles, but particularly of the right, with very
great accentuation of the pulmonary second sound. If
one fails to find the accentuation of this second
sound, in accordance with the age of the child, the diag-
nosis often remains somewhat uncertain.
In the case of mitral stenosis, the right side of the

heart becomes enlarged, but usually not the left, and the
pulmonary second sound is very greatly accentuated.
Quite commonly in this affection we find a very marked
thrill, which is diastolic in time. The murmur, too, is
diastolic, thus distinguishing mitral stenosis from mitral
insufficiency, which is systolic in time. With both these
lesions, when compensation fails, one naturally gets the
symptoms of pulmonary congestion. Other forms of
heart disease are less common in childhood, and com-
ments on their symptoms and physical signs must be
omitted.
In general, it may be said that in diagnosis of post-

natal cardiac affections in childhood we should observe
the following points: avoid making a diagnosis from the
presence or nature of murmurs alone; remember the
altered position of the right side of the heart and of the
apex-beat in childhood; remember that the presence of
an accentuated pulmonary second sound is normal, not
pathologic; remember that compensation is acquired
very easily in childhood, and that the absence of symp-
toms does not prove the absence of cardiac disease; re-
member that the most suggestive symptom is dyspnea,
and that edema must be studied most carefully before it
becomes of value as a diagnostic symptom.

123 South Eighteenth Street.

REPORT OF A CASE OF PRIMARY CARCINOMA
OF LIVER.

BY R. C. HARRIS, M.D.
ST. LOUIS.

Robert B., aged 57, a farmer, and native of Switzerland,
entered the St. Louis City Hospital March 3, 1899, giving the
following history: He had always enjoyed good health,
suffering only with the minor ailments of childhood, and with
an attack of double pleurisy at the age of 20. His family his-
tory was negative. He was accustomed to drinking on an

average, five glasses of beer daily, and a small one of whisky
early in the morning. He had smoked a pipe incessantly
from 12 years of age. He denied having had syphilis, and
has never been injured. The malady that ultimately caused
his death began about two years ago, at which time, while
laboring in the field he was suddenly seized with an excru-

ciating pain in the pit of the stomach, the right side of the
chest and the right shoulder, which compelled him to stop
his work and rest. After a few moments the pain lessened,
but a dull, dragging sensation came on. A physician who
was summoned pronounced it a case of gall-stone colic, blis-
tered over the site of pain, also gave cathartics and hypnotics.
The patient made a slow recovery, the pain entirely leaving
him, but the dull dragging sensation, "the feeling of weight,"
as he expressed it, mentioned above persisted in the region
of the gall-bladder. Soon he noticed that if he attempted
to walk fast, or exerted himself to the slightest degree, he
would grow tired, dizzy and dyspneic. His ankles began to
swell, the swelling extending gradually up the limbs, finally
invading the abdominal cavity. His physician withdrew, by
paracentesis, about a gallon of bloody ascitic fluid, giving
the patient considerable relief.
From this time on he enjoyed fair health, suffering only

with the dragging sensation mentioned above, until Feb. 1,
1899, when he began to suffer with a reiteration of the first
attack. On entering the hospital, the following were the
conditions: The patient was exceedingly well nourished,
weighing about 225 pounds, not the slightest trace of jaundice
or emaciation being present. The pupils were extremely di-
lated, but reacted to light and distance normally. The tempor-
al arteries were tortuous and sclerotic, the tongue coated and
flabby, and there were visible systolic pulsations in the jugu-
lars. Examination of the chest revealed harshened respiratory
murmur of both sides, also a few piping rales over the base
of both lungs posteriorly. The apex-beat was about an inch
to the left of the nipple and in the fourth interspace. A

1. Cancer Nodules. 2. Thickened Peritoneum.

soft systolic murmur was heard over the mitral area, not
transmitted in any direction: a similar one over the tricuspid
area, this being plainly audible all over the sternum and
right upper chest.
Further examination showed the abdomen to be large,

rounded, and capped by a prominent caput Madusa. Several
small petechial spots were seen about the neighborhood of the
umbilicus. The lower portion of the abdomen was occupied
by fluid, determined by succussion, percussion and aspiration.
The upper part was occupied by a hard mass, which did not
move with respiration. This "mass" extended down to about
1% inches below the umbilicus; its lower border was rounded
and smooth, except in one spot directly over the gall-bladder,
where a single hard nodule was found, and which was ex-

ceedingly painful to the patient when pressed upon. This
was about the size of a small walnut. A peculiar fremitus
was elicited by palpation over this area, not unlike the pe-
culiar fremitus of hydatids, but thought in this case to be a
localized perihepatitis. Percussion showed the growth to ex-

tend upward as far as the fifth rib on the right side; its
lower border became imperceptibly lost on the left side
under the free margins of the ribs. I succeeded, by the use
of the trocar, in withdrawing about a gallon of a sero-san-

guinous fluid, which microscopically showed the presence of
leucocytes, pigment and blood, the latter being demonstrable
by the Teichman hemin crystals.
Uranalysis showed: specific gravity, 1010; straw-colored;

acid reaction; slight trace of albumin by heat, nitric acid
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trichloracetic acid test; no sugar by any of the ordinary tests,
indican present in small quantity, by Jaffe's chlorin test;
no bile either by Gmelin's or Pettenkoffer's tests; microscop-
ically, the hyalin and granular casts were seen. Blood exam-
ination showed a marked leucocytosis. No examination of
stomach contents was made, owing to the enfeebled condition
of the patient, also to the fear of rupturing, with the stomach-
tube, a varix that might have been present at the cardiac end
of the stomach, and be the cause of a fatal hemorrhage.
Palliative treatment with stimulants was resorted to, but

the patient continued to sink rapidly and died of edema of
the lungs, at 11:45 p. m., the day following his admittance.
Necropsy, four hours after death, gave the following: The

mouth and esophagus were normal, the lining membrane of a
faint reddish tint; the thyroid gland was normal, likewise
the bronchial and cervical glands; the pleural cavities con-

tained a small amount of fluid—not hemorrhagic; both lungs
were firmly connected to the walls of the chest by firm, old
adhesions and both were edematous below, emphysematous
above, partially condensed from hypostasis, and loaded with
pigment. The pericardium and heart were unaltered, with
the exception of the mitral valve, which was slightly thick-
ened. Several ounces of a bloody ascitic fluid were found in
the peritoneal cavity. The diaphragm was pushed up as high
as the fourth rib on the right side, the fifth on the left, and
the upper surface of the liver was firmly adherent to the
peritoneum of the epigastrium, and opposed to the anterior
parietal wall of the abdomen, over a space measuring nine
inches. The liver was greatly altered by numerous cancer-

ous nodules, the left lobe being especially studded, the nodules
varying in size from a cherry to a walnut, and the surfaces
were covered by numerous ramifications of blood-vessels, many
presenting cicatrix-like depressions, or umbilication in the
center. They were of a yellowish-white color, reticulated,
few being soft. The vessels of the capsule of the liver were

intensely injected. The gall-bladder was contracted, but other-
wise normal, also its ducts, the common and the hepatic. The
portal vein contained no eoagula. The hepatic artery was
much dilated. On section of the organ, several similar nodules
came into view, nearly all being umbilicated. The spleen was

slightly enlarged, otherwise normal. The stomach and in-
testines were apparently normal, also the pancreas, mesen-

tery and retroperitoneal glands. The kidneys showed all the
signs of chronic interstitial nephritis, and the bladder showed
the result of a chronic cystitis. The prostate gland was hyper-
trophied, otherwise normal.

Microscopic examination of the cut specimen showed the
growth to be an adenocarcinoma.

Speaking in general, in cases like the above, I might
say that of the many gross lesions that invade the
cholopoietic system, that of primary carcinoma seems to
be the least mentioned in medical literature. This may
be owing to the fact that many cases pass through their
course with few, if any, typical symptoms. Primary
carcinoma of the liver is indeed rare, almost all those
of this system mentioned in literature being of the
secondaryormetastatic type, and arevery common. They
form about three-fourths of all malignant growths in
the liver, and of these two-thirds are secondary to car-
cinoma of the portal area, and one-third to primary
ones elsewhere. (Tyson.) According to Osier, they
rank third in order of frequency in the internal organs,
following closely on the cancerous affections of the
uterus and stomach. Frerichs, in his work on "Dis-
eases of the Liver," gives statistics showing that of all
the malignant growths of this organ, one-fourth are

primary. Primary cancer may occur in one of three
types, first, the massive type in which the growth is usu-

ally single, large and occupies the site at, or about, the
gall-ducts; it is generally of a grayish-white color, and
may reach 8 to 10 cm. in diameter. The second type,
known as the nodular, receives its name from the many

nodules that occur on and throughout the liver sub-
stance. These nodules vary greatly in size and may
range from that of an apple to a pea.

These growths are usually opaque, and varying from
a white to a dirty yellowish-brown color, due to bile
pigments, hemorrhages and decompositions within the
malignant area. As a rule the superficial nodules pro-
ject above the surface of the organ, and may in the
emaciated subject be felt through the thin abdominal
walls. A close examination of many of these nodules
will reveal the presence of umbilication, due to the fatty
metamorphosis of the central cells, with subsequent
liquefaction and absorption, leaving only a residue of
connective tissue and partially obliterated blood-ves-
sels. In the third type, we have a rare form, a form in
which the organ is but slightly enlarged; this variety
is usually associated with the cirrhotic liver, presents
a yellowish-green color, and has been termed the cir-
rhotic carcinoma. All varieties of carcinoma, either
primary or secondary, are liable to undergo degenera-
tion; especially is it so with the secondary forms, the
change being as mentioned above. Large hemorrhages
may occur, due to a rhexis of the blood-vessels in and
about the cancerous area. Histologically, these vari-
eties may be either of the epitheliomatous alveolar or
trabecular types, being composed of polyhedral, cuboi-
dal, cylindrical or giant cells.
All of the primary forms start in the liver cells and

may be called true epitheliomata. In some forms of
the primary type, especially the nodular, cystic forma-
tions may be seen. (A ease by Dr. Brunton, St. Bar-
tholomew's Hospital Reports, Vol. xii.) In the trabec-
ular forms, we find some resemblance to the adenomata
in general, hence some writers have termed this the
adenocarcinoma. In the primary forms, the perito-
neum covering the liver, diaphragm, duodenum, stom-
ach, spleen and pancreas is liable to become involved
by continuity. The lymphatics may suffer, and through
the lymphatic vessels, the disease may be propagated
to deep-seated glands in other portions of the body.
A hepatic carcinoma is generally of a lardaceous con-

sistency; in rarer cases the mass is hard and cartilagin-
ous or sometimes may be brain-like and almost fluctu-
ating. Its surface, on section, usually presents a dull
white color, interspersed with a greater or less number
of red spots or streaks, according to the degree of vas-

cularity of the mass. Surrounding the mass, there is
seldom any distinct capsule or membrane; ordinarily
the new growth passes, in an imperceptible manner, into
the surrounding liver tissue. Most of the morbid
changes originate from the interlobular connective tis-
sue. Pari passu with the deposition of the cancerous
matter important vascular changes take place. As the
carcinomatous material is gradually deposited), new
branches of the hepatic artery are forming, with a rela-
tive diminution in the branches of the portal system.
Coursing throughout these cancerous nodules many
branches of the hepatic artery are seen, some of which
may attain a very large size and may be the cause of a
fatal hemorrhage later on in the morbid process.
Changes also take place in the lymphatic ducts, which
may become swollen, thickened and beaded, due to in-
filtration of the vessel walls with cancerous material.
Primary cancer of the liver rarely extends widely

throughout the system. It occupies an inferior position
in this respect to cancer of the mammse and uterus.
The further extension of the disease is affected first by
continuity of the peritoneal envelope with the investing
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membrane of the duodenum, etc. In many cases the
mode of extension is assisted by the newly-formed ad-
hesions. The lymphatic vessels and veins form another
source of propagation of this malady. By way of the
former the disease extends to the lymphatic glands in
the fissure of the organs to the celiac glands or to the
anterior mediastinum or to the thoracic duct, and may
finally invade the deep cervical glands.

As to the etiology of this affection, very little is
known. Age probably heads the list, cancers belonging
pre-eminently to the latter decades of life, coming on
during the age of physiologic decline. Sex in all prob-
ability exerts little or no influence as a predisposing
element. In males, according to the majority of
writers, they seem to predominate. Some consider
them more frequent in females, owing to the fact that
gall-stones are much more frequent in those of this sex,
and to the importance which they play as a causative
factor in production of malignant growths. (Stengel.)
Trauma, nervous influences, heredity, etc., can only act
as secondary factors.

As to the clinical history of cancer of the liver, this
varies greatly, because the local symptoms, which in
themselves are diagnostic, are at one time prominently
developed from the onset, but at another remain either
undefined or latent. Cases are met with, although they
are few, where all signs of hepatic disease are wanting,
where complaints of an undescribable or undefined
character, as indigestion, constipation, etc., together
with disordered innervation, are at first the sole symp-
toms, and where the increasing cachexia, ultimately
terminating in death, is the only symptom of an im-
portant lesion.
Inconclusion I will state that this ease is interesting to

the profession for one of three reasons: 1. Because it was
a disease undoubtedly primary to the liver; we were not
able to find the smallest macroscopic nodule that would
be suggestive of a primary or malignant focus elsewhere.
2. Because all symptoms diagnostic of malignancy
were entirely absent, especially the ever-present ca-
chexia and jaundice, showing how utterly impossible
it is in many of the cases to make a correct ante-mortem
diagnosis. 3. Because the disease extended over a

period of about two years, the average duration of these
affections lasting from six months to a year.

1303 North Garrison Street.

VENOCAVERNOUS ANGIOMA.
BY ANDREW L. FULTON, M.D.

Professor of Operative and Clinical Surgery at the Kansas City
Medical College, Professor of the Principles and Practice

of Surgery and Clinical Surgery at the Women's
Medical College, and Surgeon to the

German Hospital.
KANSAS CITY, MO.

The following extraordinary case I shall call veno-
cavernous angioma, for want of a better name and for
descriptive purposes. The patient was first seen by me
about March 1, and continued under my observation un-
til the operation was performed, the data being as fol-
lows:
Mr. H., 48 years of age, born and raised in Virginia,

gave a family history that was negative. Within a few
months after his birth it was noticed that his right arm
was not like his left, in appearance, but little was thought
of it until he was about 4 years of age, when there was
marked discoloration along the course of its superficial

Read before the Jackson County Medical Society, May 10, 1900.

veins. This discoloration, of bluish appearance, con-

tinued to increase very slowly, although it gave him little
or no trouble for several years. He was subjected to all
kinds of labor incidental to farming, which he continued
to perform with increasing difficulty until he was about
22 years of age, when he could no longer allow his arm
to be lowered for any considerable time, on account of
the severe pain. For several years prior to this, how-
ever, he had performed very little manual labor with his
right arm. Subsequently he engaged in various occupa-
tions that did not require the use of the arm to any great
extent, but it was never free from pain unless elevated.
During the last fifteen years or more he has been obliged
to carry his hand above his head nearly all of the time.
In walking along the streets he could be seen with his
arm apparently resting on his head, as if his hat was

about to blow off.
On or about Oct.. 1, 1899, while passing through the

doorway of his barn, a violent hemorrhage occurred,

Venocavernous Angioma.

threatening his life, and he presumed that he had struck
his arm against some protruding obstacle as he passed
in, but was not certain; it is possible, therefore, that
there was a rupture of the exceedingly thin integument
at the point of hemorrhage, independent of traumatism.
Dr. W. F. Kuhn was called in and arrested the hemor-
rhage by the use of pressure forceps, when the wound
promptly healed and the patient went about his businesss
as usual.
I was called in consultation with Dr. Kuhn about six

weeks before the amputation referred to later. At that
time the cavernous tumors extended from the tips of the
fingers to a point beyond the shoulder-joint. The index
finger was particularly enlarged by venous caverns. On
lowering the arm the blood would rush to the tips of the
fingers, by gravitation, and on raising it again the same
flow could be seen falling toward the shoulder-joint, and
he said he could feel it as far as the chest walll. The
returning blood seemed to be governed almost by gravi-
tation. The skin covering most of the arm was exceed-
ingly dark and apparently not thicker than tissue paper,
when the arm was lowered. I advised an attempt at
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